Introduction
Classical polyarteritis nodosa (PAN) is an inflammatory process involving large and medium sized arteries leading to aneurysm formation.' Microscopic polyarteritis differs from classical PAN clinically, pathologically and prognostically.2'3 Microscopic polyarteritis is defined as clinical evidence of a small vessel vasculitis associated with a focal segmental necrotizing glomerulonephritis in the absence of conditions associated with similar renal pathology (Table I) .' The classification of renal vasculitis remains unsatisfactory as the clinical and pathological features of these conditions are not distinct and overlap syndromes occur. Microscopic polyarteritis shares several features with Wegener's granulomatosis: both cause a focal segmental necrotizing glomerulonephritis and have positive neutrophil cytoplasmic antibodies (ANCA).5-7 Wegener's granulomatosis is characterized by a necrotizing granulomatous vasculitis of the upper and lower respiratory tract with or without renal involvement. The prognosis of both conditions is improved by immunosuppressive therapy. [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] 
Results

Clinicalfeatures
There were 21 female and 15 male cases ofmicroscopic polyarteritis of age range 27-69 years (median 55 years). Most had a non-specific prodromal illness of malaise, myalgia and fever for less than 1 month although in some cases the prodrome was considerably longer (Table II) . Renal disease ranged from microscopic haematuria to acute oliguric renal failure with the majority of cases being in the latter group. Myalgia or arthralgia were common but arthritis was not a feature (Table III) . Skin manifestations included vasculitic rash, splinter haemorrhages and leg ulceration. Pulmonary haemorrhage occurred in 33% of cases, usually in association with acute renal failure and had a poor prognosis (75% mortality). Sixty one per cent of patients were hypertensive at presentation; 2 cases were found to have coronary vasculitis at post-mortem examination but clinical cardiac problems were not seen. Peripheral neuropathy was present in 4 cases and mononeuritis multiplex in one. Cerebral vasculitis presented as grand mal fits with deterioration in conscious level and a monoplegia, optic atrophy and sensineural deafness, subarachnoid haemorrhage, and pseudobulbar palsy. Otolaryngological abnormalities were secretory otitis media (1 case) and epistaxis (1 case); both patients had normal nasal biopsies. Conjunctivitis was observed in 2 cases. Figure 1 shows the cause of death against time from presentation to the Renal Unit. The commonest cause of death in the early years of the study (9 deaths) was renal failure, but this has not been a cause ofdeath for the last 8 years due to the increased availability of dialysis and the use-of immunosuppressive therapy. There were 6 deaths from infection, 4 of which were pneumonia. All infective deaths occurred at least 6 weeks after presentation in immunosuppressed patients.
Treatment
Fourteen patients received steroids alone; 9 cyclophosphamide and steroids; 2 steroids and azathioprine; and 11 received no specific treatment (Table V) .
Group A All 4 patients in this group did well. One patient received no treatment and showed no deterioration in renal function over several months. Only cases of biopsy-proven microscopic polyarteritis are included in this study. The sex ratio of 1:1.4 is surprising as other series have reported a preponderance of males.4"0"3'5"'24 The age distribution is similar to other series with a large proportion of cases being over 50 years.4"0 16,24 27 Most patients had a vague prodromal illness of less than a month which is less than 3.7 and 7.1 months reported by others. 4"6 All patients had evidence of renal involvement; the majority had oliguric renal failure. All had evidence of systemic disease: skin lesions, fever, myalgia, hypertension and lung involvement were common.
The clinical features of these patients are similar to other studies of microscopic polyarteritis.4"5 The present study is unusual in the high incidence (61 %) of hypertension. There were no specific haematological or immunological parameters apart from the ANCA, which has been positive in all recent cases. [5] [6] [7] Untreated oliguric acute renal failure due to microscopic polyarteritis has a mortality of 100%. The prognosis can be improved with treatment with steroids, with or without cyclophosphamide.4"0"3 9 The first reported survivor of acute renal failure due to PAN was in 1976. '7 This study suggests that microscopic polyarteritis is N group.bmj.com on June 16, 2017 -Published by http://pmj.bmj.com/ Downloaded from a wide spectrum of disease. At one end is a group with microscopic haematuria and normal renal function who have a good prognosis and at the other is a severe vasculitis causing a rapid deterioration in renal function requiring dialysis. The severe form of the disease is the commonest in this series and carries a high mortality. Early diagnosis and aggressive treatment with steroids and immunosuppression are essential if the prognosis is to be improved.
It is now our practice to treat new cases of microscopic polyarteritis initially with prednisolone 60 mg daily and cyclophosphamide 3 mg/kg/day. Plasmapheresis is currently being evaluated for severe cases.
